Clinical presentation {#s1}
=====================

Female, 38 years old, with mucinous borderline ovarian tumor, which had not yet been treated. Her clinical history included diagnostic CT and MRI and CT for tumor staging ([Figures 1 and 2](#f1 f2){ref-type="fig"}). Some weeks after tumor was diagnosed, she presented at emergency department with abdominal pain, fever and vomiting. Blood tests showed an increasing of leukocytes and C-reactive protein.

![Axial (A) and coronal (B) scans of abdominal CT which shows ovarian tumor at first time. It is a big and heterogeneous mass located in lower pelvis. It is a cystic mass with solid component in its upper margin.](bjrcr.20180085.g001){#f1}

![Axial scans of abdominal RM with T1 (A) and T2 (B) weight sequences. It confirms the existence of a cystic mass (hypointense in T1 and hyperintense in T2) with solid component in its upper margin (hypointense in T1 and T2).](bjrcr.20180085.g002){#f2}

Differential diagnostic {#s2}
=======================

In relation to the clinical context presented, the initial differential diagnosis included progression of ovarian neoplasm (peritoneal carcinomatosis) and tumor complication.

Imaging findings {#s3}
================

An emergency abdominal CT with intravenous contrast was performed. It showed ascitic liquid (arrows in [Figure 3A and C](#f3){ref-type="fig"}), peritoneal enhancement and hyperdensity of abdominal fat (arrows in [Figure 3B](#f3){ref-type="fig"}). In addition, the comparison with previous CT ([Figure 4A](#f4){ref-type="fig"}) performed 1 month ago showed a decreased of mass size ([Figure 4B](#f4){ref-type="fig"}). For these reasons, the first possibility was inflammatory peritonitis secondary to ovarian tumor rupture.

![Axial scans of emergency abdominal CT, which shows abundant ascitic liquid (arrows in A and C) and hyperdensity of abdominal fat (arrows inB).](bjrcr.20180085.g003){#f3}

![Axial scans which compare staging (A) and emergency CT (B). In emergency CT a reduction in tumor's size was observed (B).](bjrcr.20180085.g004){#f4}

Treatment {#s4}
=========

The patient was undergone to surgery with left anexectomy and intestinal resection (since the lesion was attached to the sigmoid). Histology confirmed that it was a ruptured mucinous ovarian tumor with associated inflammatory peritonitis.

Outcome, follow up, and discussion {#s5}
==================================

Mucinous ovarian tumors account for 10--15% of all ovarian tumors.^[@b1]^ About 80% are considered benign, in the remaining 20%, borderline tumors and carcinomas are included. They are more frequent in elderly females. Histologically, they are composed of complex papillae lined by columnar epithelium with mucinous contents, similar to those present in the endocervical glands. Their nuclei show slight atypia. Its clinical manifestations are nonspecific (asthenia, adominal pain, menstrual alterations, abdominal distension).

From the radiological point of view, the mucinous tumor manifests as a multilocular cystic mass with thin, regular walls and septa. It can present a heterogeneous aspect and contain liquid with different signal intensities/densities but it will not present nodules or vegetations of intra/ extracystic growth.^[@b2]^ The average size of these tumors is variable and ranges from 2 to 36 cm, being often 8--10 cm at the time of diagnosis.

Borderline mucinous tumors show a low potential for malignancy with a higher proliferative index than mucinous cystadenomas but without stromal invasion. They are less frequent than the latter but more common than carcinomas.^[@b3]^

The complications of ovarian tumors, especially those of a benign nature or with a low degree of malignancy, have not been widely discussed in the literature. Regarding the case presented, in which the diagnosis of inflammatory peritonitis secondary to the rupture of a mucinous ovarian tumor was demonstrated, we intend to emphasize this complication. The acute supposes a surgical emergency. It is a rare complication, more frequently described in the context of mature cystic teratomas.^[@b4]^ It can be spontaneous (as in the case described) or occur in the context of iatrogenesis, infection, trauma or torsion. It is necessary to differentiate if it shows an acute or chronic character.

In our experience, the diagnostic key in the acute form is represented by abdominal pain with peritoneal irritation and an untreated tumor mass that has decreased in volume compared to previous studies. The isolated finding of abundant intraabdominal ascitic fluid isn't diagnostic. It is common to find it in the context of uncomplicated ovarian tumors with associated peritoneal carcinomatosis. Therefore, the comparative assessment of tumor size with previous studies is key in the diagnosis of this disease, as long as the tumor mass has not been treated.

The chronic form is characterized by small "leaks" of intratumoral fluid of long evolution through weaknesses of the cystic wall of the lesion.^[@b4]^

The differential diagnosis should be carried out with peritoneal carcinomatosis.

Learning points {#s6}
===============

1.  The complications of ovarian tumors hadn't been widely discussed in the literature.

2.  Ovarian tumor's rupture is a surgical emergency.

3.  The main differential diagnosis should be carried out with peritoneal carcinomatosis.

4.  The radiological key in the diagnosis of an ovarian tumor rupture is represented by abdominal pain, peritoneal irritation and an untreated tumor mass that has decreased in volume compared to previous studies.

5.  The isolated finding of ascitic fluid isn't diagnostic. It is common to find it in peritoneal carcinomatosis without other tumor's complications.

**Consent:** Written informed consent for the case to be published (including images, case history and data) was obtained from the patient(s) for publication of this case report, including accompanying images.
